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 N 000 Initial Comments  N 000

An investigation of complaint # TN00055358 was 

conducted on 10/6/2021 at NHC Ft. Sanders. No 

health deficiencies were cited in relation to the 

complaint and the facility was found to be in 

substantial compliance with the regulations under 

Chapter 1200-08-6, Standards for Nursing 

Homes.
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